Groin Assessment Scale and a prediction model developed at Duke University in our population of patients.
Objective: There is growing literature showing that minimally invasive vein harvest (MIVH) is safe, with good patency rates and decreased wound complications, in treating infrainguinal occlusive disease. Our institution has performed MIVH since 2003 with a dedicated team of providers specializing in endoscopic vein harvest. The purpose of this study was to specifically evaluate major outcomes of MIVH as an adjunct to the standard, open operative repair of popliteal artery aneurysms.
Methods: We performed a 10-year, retrospective, single-institutional chart review from January 2005 to December 2014, identifying all patients undergoing popliteal artery aneurysm repair with MIVH. Primary outcomes were procedural technical success, operative time, wound complication, major morbidity, and freedom from amputation.
Results: A total of 27 patients received MIVH popliteal artery aneurysm repair at an average age of 66 6 10 years; 44% of the patients presented without symptoms or with claudication and 56% with rest pain or tissue loss. The average size of the popliteal aneurysm was 3.6 6 2.3 cm at the time of repair. Contralateral popliteal artery aneurysms existed in 30% of the patients, 40% had concurrent aortic or iliac artery aneurysms, and 30% had no other known aneurysms. Of 27 limbs, 25 (93%) were treated through a medial approach with aneurysm ligation, and 2 patients (7%) were treated through a posterior approach. The average vein size was 4.5 6 0.9 mm, with 89% harvested by the ipsilateral great saphenous vein. Average operative time was 237 6 53 minutes, with a median hospitalization of 3 days and an average of 1.4 days of intravenous narcotics use. At time of first follow-up, 89% of patients were back to baseline mobility. Only two patients (7%) had Szilagyi class 2 surgical site infections remedied with débridement and antibiotics. At last follow-up, 96% of patients had freedom from amputation in this long-term series.
Conclusions: MIVH for popliteal aneurysmal disease provides a safe and relatively expeditious means of popliteal artery aneurysm repair with short hospitalization, low wound complication rates, and excellent freedom from amputation. Objective: In-stent stenosis is a frequent complication of superficial femoral artery (SFA) endovascular intervention and can lead to stent occlusion or symptom recurrence. Arterial duplex ultrasound stent imaging (ADSI) can be used in the surveillance for recurrent stenosis; however, its uniform application is controversial. In this study, we aimed to determine, in patients undergoing SFA stent implantation (SI), whether surveillance with ADSI yielded a better outcome than in those with only anklebrachial index (ABI) follow-up.
Methods: We performed a retrospective analysis of all patients undergoing SFA SI for occlusive disease at a tertiary care referral center between 2009 and 2016. The patients were divided into those with ADSI (ADSI group) and those with ABI follow-up only (ABI group). Life-table analysis comparing stent patency, major adverse limb event (MALE), limb salvage, and mortality between groups was performed.
Results: There were 248 patients with SFA SI included, 160 in the ADSI group and 88 in the ABI group. Groups were homogeneous regarding clinical indication (claudication/critical limb ischemia, ADSI 39%/61% vs ABI 38%/62%; P ¼ .982) and TransAtlantic Inter-Society Consensus classification (A/B/C/D for ADSI 17%/45%/16%/22% and ABI 21%/43%/16%/20%; P ¼ .874). Primary patency (PP) was similar between groups at 12, 36, and 56 months (ADSI, 65%/43%/32%; ABI, 69%/34%/34%; P ¼ .770), whereas ADSI patients showed an improved assisted PP (84%/68%/54%) vs ABI (76%/38%/38%; P ¼ .008) and secondary patency (Fig 1) . There was a greater freedom from MALE in the ADSI group (91%/76%/64%) vs the ABI group (79%/46%/46%; P < .001) at 12, 36, and 56 months of followup. ADSI patients were more likely to undergo an endovascular procedure as their initial post-SFA SI intervention (P ¼ .001), whereas ABI patients were more likely to undergo an amputation (P < .001; Fig 2) .
Conclusions: In SFA SI, patients with ADSI follow-up demonstrate an advantage in assisted PP and secondary patency and are more likely to undergo an endovascular reintervention. These factors likely effected a decrease in MALE, indicating the benefit of a more universal adoption of post-SFA SI follow-up ADSI. Objective: Parallel snorkel endografting is well acknowledged in complex aortic endovascular procedures but has not seen widespread use in proximal aortic arch procedures (zones 0 and 1) because of presumed superiority of total intrathoracic debranching approaches and exaggerated concerns about stroke risk. Our recent experience compelled us to reconsider this approach as a valid option in these conditions.
Methods: We present our recent experience with five patients who underwent zone 0 and zone 1 aortic arch reconstruction for aneurysmal disease using parallel branch inflow and adjunct extrathoracic great vessel debranching. All either had prior sternotomy (three patients) or were considered to be at high risk (two patients). Underlying residual proximal aortic dissection was present in two.
Results: There was no mortality, with exclusion and regression of the aneurysm sac in all patients. Adjunct extrathoracic debranching procedures were left subclavian transposition or bypass (four), vertebral artery transposition (one), left carotid to innominate transposition through limited manubriotomy (one), and carotid-carotid bypass (one). Gutter leak was present in two cases on completion angiography but resolved in all on follow-up computed tomography angiography (3 6 5 months; range, 1-9 months). All great vessels remained widely patent. Complications included one intraoperative cerebrovascular accident during debranching treated with patch angioplasty with nearly complete recovery and one recurrent laryngeal injury. No complications related to the parallel branch procedure itself were noted. Comparison to our institutional experience with intrathoracic debranching showed similar aneurysm exclusion rate and similar low stroke rate in the parallel branch group, attributed to the debranching and not stenting.
Conclusions: Our limited experience suggests a useful role for the parallel branch approach in zone 0 and zone 1 aortic arch reconstructions due to aneurysmal disease. Availability of newer generation aortic 
